The hazards associated with pregnancy in the insulin-dependent diabetic have altered considerably within the past 60 years.1 Nowadays there is rarely a serious risk to the life or health of the mother, while the "classical" grotesquely obese offspring, prone to respiratory distress syndrome and dangerous metabolic disturbance in the neonatal period, is seldom encountered. The frequency of severe congenital abnormalities, however, does not appear to have declined, and this now constitutes the major target for further improvement in the management of the pregnant diabetic.' Most of these abnormalities occur before seven weeks' gestation.3 It has been suspected since the observations of Pedersen4 that congenital abnormalities are related to poor diabetic control during the early stages of pregnancy, and work in rats has suggested that hyperglycaemia in early pregnancy is associated with a high incidence of congenital abnormalities.5
experience of this clinic, which we now report, has convinced us of its value in assessing factors that can contribute to the better management of pregnancy in the diabetic.
Establishment and aims of the prepregnancy clinic
Patients were invited to attend the new clinic by personal letters circulated on two occasions to all those women aged between 14 and 40 who were already registered with the diabetic department at Edinburgh Royal Infirmary, and by means of posters displayed in the department. Colleagues were requested to refer appropriate patients, and the subject was raised during consultations both with young women at the Royal Infirmary clinic and with older girls attending the diabetic clinic at the Royal Hospital for Sick Children, Edinburgh.
Patients who intend to become pregnant attend the clinic with their partners and are seen on the first occasion by an obstetrician and a physician in joint consultation. On subsequent visits, until pregnancy is established, they are seen by the physician only.
The aims and practices of the clinic are as follows:
(1) To assess individual patients' fitness for pregnancy, particular attention being paid to retinopathy and nephropathy.
(2) To ensure that pregnancies are planned, offering advice on contraception. Based on our survey of practices and experience among the patients attending our diabetic clinic10-"3 we recommend for most couples the progestogen-only pill or mechanical methods of contraception and female sterilisation when the couple have completed their family.
(3) To identify and if possible treat infertility as early as possible.
(4) To obtain maximum co-operation from patients and their partners, who are given intensive education and invited to 
Effect on motivation
As table II shows there is a pronounced difference between the prepregnancy patients and the others in the mean gestational age at which they first attended for pregnancy management. Many of our own patients who did not formally come through the clinic had tightened up their control and came to see us as soon as they knew that they were pregnant because they had heard that good care was important. It therefore appears that "heightened awareness" of the need for intensive care before and during pregnancy, which has accompanied the establishment of a prepregnancy clinic, extends even to those who have not actually attended that clinic. It has also been BRITISH MEDICAL JOURNAL VOLUME 285 31 JULY 1982 apparent that the enthusiasm with which patients and their partners have co-operated in the demanding process of ensuring close diabetic control during pregnancy has increased over the past five years.
Effect on diabetic control Normal non-pregnant range 5-9-8-0 %. In the 46 cases in whom HbAl was measured, the earliest HbA, concentration was greater than 13% in only four cases, and two of these had fetal anomalies.
Patients not attending the clinic Among the pregnant diabetics managed by us in the past six years 42 had not attended the prepregnancy clinic. Twenty-one of these delivered or were pregnant during the year in which the clinic started and had not received the information. Eight were referred from other centres already pregnant. Seven (three unmarried) had unplanned pregnancies and six knew about the clinic but did not bother to attend.
Most patients with unplanned pregnancies have been offered and have refused contraceptive advice. This is a difficult group to manage. We are concentrating our efforts on improving control in poorly motivated patients and hope to increase the numbers of these patients coming through the prepregnancy clinic.
Discussion
Our experience of the prepregnancy clinic is that it contributes to improved management of pregnancy in the diabetic mother by permitting better control of diabetes, particularly at the time of conception and throughout the first trimester, and by encouraging close co-operation between those most closely concerned in the management of the pregnancy (patient, partner, physician, and obstetrician).
Objective evidence of benefit is difficult to obtain. As would be expected, those women who had attended the prepregnancy clinic booked earlier than those who had not. They also had lower HbA. concentrations in the first trimester, showing that diabetic control had been better during the crucial period of organogenesis, and four of the five congenital abnormalities (and both fatal ones) occurred in women who had not attended the prepregnancy clinic. These groups are not strictly comparable, however, and the single stillbirth occurred in a woman whose co-operation was extremely poor but who had attended the clinic before her pregnancy.
While our data agree with those from London, Boston, and Helsinki6-8 in suggesting that tight control of diabetes in the early weeks of pregnancy can reduce the frequency of congenital abnormalities we cannot reasonably expect this figure to fall to zero, since there is an appreciable incidence among the infants of non-diabetic mothers. The outstanding question at present is whether one should strive to achieve HbA, levels at the time of conception within the normal range. So far we have managed to achieve this in only 20% of our prepregnancy patients and we hope to improve this figure. Nevertheless, this will be difficult for some patients, as it demands a degree of attention to diet, urine and blood testing, and insulin regimen that few patients can sustain for long. In the prepregnancy clinic we regularly observe that once a couple have decided to have a child the level of diabetic control may be excellent for the first month or two but gradually declines if conception is delayed, which in some cases has been for many months or even years, and many patients have commented that their motivation only really reaches a peak when they know they are pregnant. There is the additional consideration that those diabetics who are most tightly controlled are also at risk of hypoglycaemia, which may be inconvenient and alarming and occasionally even dangerous. We have found that some couples become very upset if they cannot achieve their goal of good control, and some have considered giving up the plan to have a pregnancy. If the goal is even more difficult to achieve this is likely to become an even greater problem.We are planning to attempt to improve control in the more difficult patients by using infusion pumps. Work of Baker et ala2 in rats has suggested that even fairly modest degrees of hyperglycaemia may be associated with an increased incidence of congenital abnormalities. As more experience accumulates it may be possible to identify in man an "acceptable" level of HbAl in early pregnancy below which no further reduction in the incidence of congenital malformations is achieved.
There is no doubt that the information obtained from studying patients in the prepregnancy clinic has enabled us to offer a better service during pregnancy. There are encouraging signs that this in turn is leading to improved motivation, on the part of our patients, towards strict diabetic control. We therefore recommend this approach as one means of achieving the collaboration between patient and doctors on which the successful management of diabetes depends.
We are grateful for the help we have received from Dr R Hume and Professor J W Farquhar of the child life and health department. (Accepted 11 May 1982) What might be the cause offrontal alopecia in a young woman?
The commonest cause of frontal alopecia in young women is trauma sustained during hairdressing. Repeated traction with rollers and back-combing will pull the hair out by its roots, and though this will initially result only in thinning of the hair, it will eventually lead to baldness that may be permanent. This effect is usually confined to the margin of the scalp but particularly at the frontal and temporal regions. Sometimes the onset in women of alopecia due to other diseases may start at the frontal margin, but there is usually some thinning of hair on the vertex too. Furthermore, traction alopecia is usually symmetrical. If the trauma is avoided at an early stage there is every likelihood that normal regrowth will take place. Pin-curling instead of rollers may be used if patients still wish to maintain their hair style.-ALAN B SHRANK, consultant dermatologist, Shrewsbury.
What is spinal stenosis, and how is it diagnosed?
The term spinal stenosis is usually used to describe narrowing of the vertebral canal, the lumbar canal being most commonly affected. Some authors' regard the term as indicating any type of narrowing of the vertebral canal, nerve tunnels, or intervertebral foramina. Verbiest2 distinguishes between congenital stenosis due to disturbed fetal development, developmental stenosis due to properties of the neural arch, and acquired stenosis resulting from disc prolapse or the effects of trauma or surgery. Acquired stenosis in Verbiest's experience is often superimposed on pre-existing developmental stenosis. There is a high incidence of stenosis in spines affected by achondroplasia.3 Spinal stenosis syndrome usually occurs in the middle-aged or elderly but occasionally in patients in their 20s. Low backache with pain, weakness, or sensory disturbance in the legs on standing or walking with objective signs such as absent tendon reflexes or sensory loss form the clinical picture. To obtain relief the patient has to "undo his lumbar lordosis"4 by bending forward, crouching, or sitting with the spine flexed. The peripheral circulation is normal. Myelography may show a complete block but this can be shown only with the spine in extension.5 Diagnostic ultrasound is a safe and accurate method of measuring the diameter of the lumbar spinal canal.6 When symptoms are severe surgical decompression may be required with multiple laminectomy and facetectomy to relieve constriction of the theca and nerve roots.5-S C GALLANNAUGH, consultant orthopaedic surgeon, Hastings.
